Objectives: Following publication of the United Kingdom National Health Service (NHS) Five Year Forward View in 2014, 50 Vanguards have been established across England charged with the task of designing and delivering a range of new care models (NCMs) aimed at tackling deep-seated problems of a type facing all health systems to a greater or lesser degree. They include: managing rising demand on accident and emergency services, keeping people out of hospital, effecting rapid discharge for those no longer in need of acute care, integrating health and social care, reducing silo working, and giving higher priority to prevention. The principal objective at the heart of the transformation agenda is achieving the Triple Aim: improving the patient experience of care; improving the health of populations; reducing the cost of health care.
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The NHS Vanguards are being evaluated and this paper presents the findings from an initial scoping exercise as part of an ongoing evaluation of 5 Vanguards in the North East region of England. The NCMs embodied by these Vanguards span urgent and emergency, acute hospital, primary, community and social care services. Drawing upon the 'receptive contexts for change' framework developed by Pettigrew et al., 1 the study aims to provide a mapping of the implementation arrangements in each of the 5 Vanguards. The objectives of the evaluation are to: identify the organisational and cultural facilitators and barriers in the implementation of each of the Vanguards; explore the role and nature of multidisciplinary team working in the delivery of each Vanguard's aims and objectives; explore the role of technology and digital solutions in the delivery of each Vanguard's aims and objectives; assess the costs and costconsequences as part of an economic evaluation which will provide information on the sustainability of each programme; identify key aspects that can be shared across all 5 Vanguards in the region and draw out any lessons learned from the implementation in order to inform future transformational change underway in the NHS.
Methods:
The study has adopted a mixed-methods design combining qualitative and quantitative methods to provide contextual understanding of the complex mix of organisational, technological and economic factors shaping the implementation of the Vanguard programmes. It is being conducted in 3 stages over a period of 8 months: (1) Objectives: The traditional hierarchical leadership model is clearly failing in healthcare, the evidence for this being the references to poor leadership and dysfunctional accountability mechanisms in almost every investigation report into serious or fatal incidents. In response, this research programme draws on emerging theories of collective leadership (Collective leadership is not the role of a formal leader, but the interaction of team members to lead the team by sharing in leadership responsibilities). In contrast to traditional approaches that focus development on the individual as leader, the approach in this programme of work is on developing the team as a dynamic leadership entity with each member of the team being accountable for the performance of the team as a whole. In this phase of the research we describe the development of a suite of interventions to support collective leadership in healthcare teams.
Methods: This 5-year programme of research designs and implements leadership interventions with 4 team types within a group of eleven hospitals and tests the impact of these interventions on staff performance and patient safety. The overall aim is to support quality and safety cultures through the development of a new model of healthcare leadership that is associated with effective team performance. The main research questions addressed in this paper are: What are the common leadership needs identified by healthcare teams? Do leadership development needs differ according to team type? What interventions are needed to support the development of a collective leadership approach within teams? Results: Common needs emerged across the different team types, although these varied somewhat depending on the stage of development of the teams. Role clarity and understanding was a common requirement. Trust, communication and shared goals were also considered key components for collective leadership. Efficient utilisation of performance data to drive improvement, including regular feedback and structured opportunities for learning from poor performance emerged as critical aspects for a safety culture. How and where the team learns was an additional consideration and one that poses challenges to conventional approaches to leadership development.
Conclusion: Traditional approaches to developing healthcare leaders are no longer fit for purpose. Effective healthcare delivery is highly dependent on multidisciplinary teamwork drawing on the expertise of each discipline or team member and pooling this expertise to collectively diagnose and treat patients. Traditional hierarchical leadership models have done little to encourage accountability for collective team performance and as such, present obstacles to the development of safety cultures. Training designated leaders to do the job of leading does not guarantee the performance of the team as a whole. This study has demonstrated the potential for a team-based collective approach to developing the leadership capacity of the team as a whole, co-designing interventions that are fit for purpose and responsive to the performance challenges faced by teams in their everyday clinical practice. Such an approach supports collective accountability and enhances patient safety.
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Objectives: The South Korean government is planning to establish a Pay for performance (P4P) system that will provide incentives through medical quality evaluation for individual medical institutions, and will gradually repeal physician surcharges, which is a noncovered service that has increased out-of-pocket cost from 2015 to 2017. The purpose of this research is to derive a tariff model that considers quality improvement and compensation for loss by medical institutions according to the repeal of physician surcharges and establishment of a P4P. Methods: Health Insurance Review & Assessment Service (HIRA) developed a relative evaluation tariff model based on a medical quality score and allotted the tariff (i.e.,admission fee, consultation fee) to medical institutions. Medical quality is scored under the sections of 'Medical quality and patient safety' (30 indices), which evaluates medical quality in terms of effectiveness and the safety of patients, 'Medical publicity'(9 indices), which evaluates the medical public service for the vulnerable class and accessibility of essential medical service, 'Health care delivery system' (7 indices), which evaluates the responsibility performance of each institution and patients-centered care, 'Training' (8 indices), which evaluates the system to train professional doctors, and 'R&D' (5 indices), which evaluates the research achievement promotion of excellence and medical service development environment. Also, the model is derived reasonably based on a medical quality evaluation score of each medical institution by repeatedly simulating the 'setting proper number of class', 'setting cut-off region between classes', 'tariff computation of each class', and 'profits and losses estimation before and after the policy for each institution'. Results: Final tariff models for the sections on 'Medical quality and patient safety', 'Medical publicity', and the 'Health care delivery system' are classified into five classes ( : below 50%, and disqualified: no indices). As an exception, the tariff model is separately classified for a general hospital designated by a special hospital, which cannot be compared with other medical institutions due to their specialization. Conclusion: The P4P system has the purpose to assimilate physician surcharges, which are non-covered services, and to lessen the amount of out-of-pocket cost while improving the medical quality of the institutions. The government expects a savings of 415.9 billion KRW through reducing the number of doctors that have physician surcharges. Also, P4P is a relative evaluation system that is hard to compare directly regarding overall medical quality improvement. In spite of that, the number of indices increased from 27 (1 st )
to 46 (2 nd ), which made the qualification procedure harder, and the number of qualified institutions increased by 3%, which indicates overall medical service quality that also increased for the sections on ('Medical quality and patient safety', 'Medical publicity', and the 'Health care delivery system'). The government is also planning to reinforce the policy through continuous monitoring of the system. Objectives: Delirium is an acute and serious complication affecting up to 61% of older surgical patients. A practice development project (2011-2013) was initiated to improve prevention, recognition and treatment of delirium in orthopedic and traumatology patients. Using a Plan-Do-Check-Act approach, the project team developed and implemented stepwise a nurse-led delirium management program that includes clinical practice guidelines, specialized nursing education, inter-professional collaboration and an inter-professional delirium consultation service (DCS). The objectives of this study were (1) to describe the delirium prevalence rate, (2) to compare delirious and non-delirious patients, (3) to evaluate the benefits of the implemented delirium management program based on selected outcomes i.e. delirium recognition and prevalence rates, nurses' strain in caring for patients with delirium. Methods: This observational study conducted in a Swiss university hospital used an evaluation design. The evaluation included 961 retrospective and prospective extracted data sets from patients
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